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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTiFICATE OF DEATH

- R o
PRIMARY REG. DIST. NO. 6//é R:yi:lrar’JNo‘....ri‘.:.:'..‘—".'.,g: ..... N

FILED JAN 12 {951

BIRTH NO. -

REG. DisT. NO..33 3

1. PLACE OF DEATH 2 USUAL RESIDENCE (Whers 4 1 tved. If iusu idence befare
‘8. COUNTY Seott a. STATEMY ggouri b coum'scott admimion}
b. Cé;Y (If outside corporate limits, write RURAL lndmg:nuuw ?‘,T LENGE;I' DE::) [ CS’&( (If oumsdds corpotate limits, write RURAL and givs township) " o

TONN  Blodgett | ST g town Blodgett 1/2 mile South?ﬁ_
d FH &‘P?‘&’FO%F (If not in hoapital or institution, give strect nddress or locatlon) d. ASJDRE'ES (If raral, ghvo location)
INSTITUTION jyg R#2 Sikeston, Mo R#2 Sikeston, Mo
‘odEksep v Y b. (Mlddle) ¢ (Last) . ‘ 4 DATE  (Mont) (Day) =
(Tepe or Print) Harvey Newt Hobbs peaty  December 30, 19 o
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, [ 8. DATE OF BIRTH 9, AGE (In years| Ir UrDER 1 YEMR | 7 Uroen 2 ) e
Male o White WIDOWED Dl O%C.ED (s7uuy) August 9' 1870 lutgu.hdm Mont.h, Days | Hours ,
102 u&lgg& ggcél‘;fm*r!:dc:f l;‘c:s:::::;x:mx; 100, KlND OF BUS'NESSD%ET [N: | 1f. BIRTHPLACE (Biata or forelgn ountry) 12, cngn‘; OF WHAT
Farming Retired farmer Carlisle, Kentucky /

13b. MOTHER'S MAIDEN
Susanne Huey

13a. FATHER'S NAHE

] John Mat Hobba

14. NAME OF HUSBAND QR

Mrs Martha Hoﬁ Fé

NAME

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yos. no. prunkoown) | (If yes, zive war or dat éurviw)
fio o~

16. SOCIAL SECURITY
None

17. INFORMANT" & -. SIGNAT 0 ADDRES
Mrs Martha Hobbs, ﬂ% S?feston, Mo 5

18. CAUSE OF DEATH
. Enter only onecauss per
line for (a), {b), and (¢)

*This does mot megn | PNTECEDENT CAUSES

ihe mode of diing, such
as heari fallure, asthenia,
ete. It meany the diz-

Morbid conditions, if any,
rise to the above couse (a) slat
the underiying cause last.

MEDICAL CERTIFICATION

1. DISEASE OR CONDITION co . .
DIRECTLY LEADING T0 DEATH® o) Con g estive Circulato £y
g DUE TO cnﬂMmp_aalﬁ_&fpm_Lm Heart Disease

DUE T0 (&) Hri-erl oselerosis

INTERVAL BETWEEN
ONSET AND DEATH

é%i.—i.-wre

ease, infury, or Jica-
tion which cawsed death. | 11. OTHER SIGNIFICANT CONDITIONS

" Conditions contribubing to the death but not
related Lo the disease oy condition causing death.

Y437

i ) 20. AUTOPSY?

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION
TION
) : ves (1 wo [J
21a. ACCIDENT (Bpecify} 21b, PLACE OF INJURY (e.g ,inorabout | Zlc. (CITY, TOWN, OR TOWNSHIP) - (COUNTY} - S (STATE)
SUICIDE homa, farem, factory, street, office bidg..ete0.)
HOMICIDE _ )
21d. TIME (Mouth) (Day} (Year) (Hour 2le. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
'WHILEAT[ ] NOT WHILE
INJURY WORK AT WORK >
2. T hereby certify that I aitended the deceased from _l}&ﬂ.ﬂ.___ 1950 | o _E_G_a___ 1980, that T lost saw the deceased
alive on , 1958 28 | and that death occurred ot 8 AM m., from the causes and on the dale stated above.
SIG TU (Degreo or title) | 23b. ADDRESS 23c. DATE SIGNEI? .
M p ﬁ et ey W b e e ..a.......D_._O.. .QP_. Benton, Mo . F 12/51/50
TION [L;EH&(\;.ALCREMA- . DAT) 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (State)
(Epity) .
Burial 72 12771 /50 Cemetery Morley. Missouri
. L4
JE REC'D BY LOCAL | REGISTRAR SySIGNATURE s .D_?' FUMERAL O|RECT AL ston ,Mo
Whdong 577 e , '

i

(Licensed Embaimer’s _Sm

T on Reverse Sud}k__




receven. VAN 8 1951
SCOTT COUNTY MEALTH CENTER

CO.FUENO. S/~ 1/

. ) . ' REA

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by

........ ' Student Embalasr No.

working under my personal supervision.

Student L..iieresrcencns Eu;b-l- ............. Slgm-d W }
Student almer
. Licensed %ﬁ? No. 3 gS/ _
Y P. O Addressﬂm m

Note: "Thée above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of bceme) .

If this body is not embalmed, fact should be so stated above.

* H




